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Abstracts / Osteoarthritis and Cartilage 22 (2014) S57–S489 S211laxatives and ulcer prevention medication. We estimated the level of
resource use speciﬁcally attributable to OA by subtracting the mean
number of visits and units of medication by each set of non-OA controls
from the values reported by the respective THR case. Records for up to
15 years before the THR were considered, hence the number of obser-
vations varied by year preceding the operation. For the year immedi-
ately prior to THR, data from 21,572 THR cases (and an equal number of
sets of controls) were used, this number being reduced to 2,079 ﬁfteen
years prior to the operation. Based on these records, we estimated the
number of consultations and prescriptions attributable to OA as well as
their cost to the NHS (in 2011 sterling) based on unit costs reported by
the Personal Social Services Research Unit and the British National
Formulary.
Results: Patients receiving a THR reported an additional 1.8 (95% CI
1.74–1.88) visits to the GP compared to non-OA controls during the year
immediately prior to THR. A statistically signiﬁcant increased use of at
least 0.5 yearly visits was recorded up to ﬁve years before the operation,
whereas for six or more years the increased use was statistically sig-
niﬁcant but lower than 0.5. For nurses, consultants and various AHPs
such as acupuncturists, chiropractors, dieticians and physiotherapists
no statistically signiﬁcant increased use greater than 0.5 visits per year
was found. In terms of burden to the NHS, overall consultation costs
accelerated more rapidly as surgery approached. Costs amounted to an
extra £7 ﬁfteen years before the operation, rising to £11, £18 and £61 at
10, ﬁve and one year before surgery, respectively. In all years, con-
sultations with a GP accounted for 93% to 100% of total consultation
costs. Prescription burden to the NHS for the management of OA was
estimated to be zero at 15 years before a THR, £2.15 at 10 years, £6.75 at
ﬁve and £37 (CI £35.1-£38.1) during the year before THR. For this year,
NSAIDs accounted for 41% of the additional prescription costs, followed
by non-opioids (paracetamol) with 36% and opioids 28%. Laxatives and
ulcer prevention medication were found to be prescribed, in average,
more to non-OA patients than to those receiving a THR. This pattern of
prescriptions was found to change over time as the breakdown for year
10 before surgery was 55% of costs directed at paracetamol, 38% to
NSAIDs and 7% to opioids. Overall costs to the NHS including both
consultation and prescriptions due to OA went from £7 to £13, £25 and
£102 at 15, 10, ﬁve and one year before surgery, respectively (see Fig.).
Whilst consultation costs accounted for all total costs 15 years before
surgery, its proportional weight decreased to 83%, 73% and 64% at 10,
ﬁve and one year prior to the operation.
Conclusions: Overall NHS primary care costs attributable to OA are
estimated at £7 and exclusively due to consultations 15 years before a
THR. As the operation approaches, costs increase up to £102 the year
before surgery, 37% of which due to prescriptions costs. Consultations
with GPs account for almost all of consultation costs and prescriptions
change from milder to stronger analgesics as paracetamol is overtaken
by NSAIDs and a larger share of opioids the more advanced the disease
and the closer patients are to a THR. Based on these results, it would be
worth exploring the effects of THR on resource use as well as a potential
application of the latter as predictor of need for THR.370
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Purpose: A history of knee injury or knee surgery has long been known
as an important risk factor for the development of knee osteoarthritis
(OA). Less is known, however, of the time course from knee injury or
knee surgery to the development of radiographic OA (ROA). We utilized
data from the Osteoarthritis Initiative (OAI) to examine the association
of incident knee injury or knee surgery after the baseline visit, with the
development of incident ROA (i.e. deﬁned by the presence of deﬁnite
osteophytes).
Methods: The OAI participants in this nested case-control study had risk
factors for OA, but did not have deﬁnite ROA as yet in the target knee (i.e.,
a baseline Kellgren and Lawrence grade (KLG) of 0 or 1). Participantswere
assessed by PA ﬁxed-ﬂexion knee radiographs using the OAI protocol.
Data was collected on self-report of a history of knee injury or knee
surgery at baseline (BL) and at each subsequent OAI visit. Case kneeswere
those that developed deﬁnite ROA (i.e., KLG2) on knee radiographs at
the 12M through 48M annual visits. The case knees were matched 1:1 to
control knees that did not develop ROA through 48 months by age
(5years), sex, and baseline KLG in the target knee and the contralateral
knee (e.g., KL 0/0, 0/1, 1/1, 0/2, or 1/2). The OAI visit when deﬁnite ROA
was evident was designated as P0. Incident knee injury or knee surgery
was based on new reports of knee injury or knee surgery after baseline
(BL) through the P0 visit. Conditional Logistic Regression was used to
estimate the odds ratios (OR) of subsequent development of ROA for both
incident knee injury or incident knee surgery. Models were controlled for
baseline BMI and history of hand OA as well as the correlation of bilateral
knees within an individual, as appropriate.
Results: There were a total of 355 knees that developed ROA (67%
female) that were matched to 355 controls with a mean age of 60 (SD
8.6) in cases and 60 (8.4) in controls. The majority of cases and con-
trols were overweight, with a BMI of 28.9 (4.5) and 27.7 (4.4)
respectively. As summarized in Table 1, a history of knee injury at
baseline, but not a history of knee surgery at baseline was a signiﬁcant
risk factor for the development of incident ROA (aORs (95% CI) of 1.55
(1.06 to 2.26) and 0.72 (0.34 to 1.56), respectively). Reports of incident
knee injury or incident knee surgery between baseline and P0 were
both associated with an increased risk of incident ROA (aORs (95% CI) of
7.23 (3.55 to 14.73) and 13.92 (4.25 to 45.57), respectively). The risk was
highest following incident knee injury, also incident knee surgery, in
the year prior to the development of incident ROA (aORs (95% CI) of 7.66
(3.14 to 18.69) and 34.81 (5.20 to 233.07), respectively).
Conclusions: To our knowledge, this is the ﬁrst report of an increased
risk of incident ROA that is associated with incident knee injury or knee
surgery. The ﬁndings were obtained in a cohort of individuals that
already had other risk factors for the development of ROA. These results
indicate a potential target population for pharmacologic interventions
or secondary prevention to prevent the development of ROA in at-risk
populations.Table 1
N¼ 355 matched pairs Control Case aOR (95%) CI
Any knee injury at baseline 63 (18%) 89 (25%) 1.55 (1.06–2.26)
Any knee surgery at baseline 22 (6%) 17 (5%) 0.72 (0.34–1.56)
Incident knee injury (BL to P0) 14 (4%) 71 (20%) 7.23 (3.55–14.73)
Incident knee surgery (BL to P0) 3 (1%) 39 (11%) 13.92 (4.25–45.57)
Incident knee injury
(12M prior to P0)
9 (3%) 51 (14%) 7.66 (3.14–18.69)
Incident knee surgery
(12M prior to P0)
1 (0.3%) 32 (9%) 34.81 (5.20–233.07)
